many who might perform satisfactorily are rejected out of hand because ofemployers' ignorance about mental illness. This has led to considerable unwillingness on the part of applicants to disclose their psychiatric history.
An American employment service (Daniels 1966) has found that after the initial period of adjustment, which may be somewhat troublesome for all concerned, many of the formerly mentally ill do become better than average employees, with greater loyalty and greater motivation. This agency stresses the need for industry to develop a social conscience and to be aware of the potential benefits, not only to the individuals taken on, but to the company as well. They consider that the 'poor risk' employee should be given the benefit of evaluation in a real work situation.
In assisting management in the potential employment of these people, occupational health services in industry have an important function. The advice of the company medical officer will normally be accepted in those firms large enough to employ one. In smaller companies more informal methods may apply that can be equally effective if properly developed.
The American Medical Association's Joint Committee on Mental Health in Industry (1962) has published a guide for occupational physicians concerned with the employment or re-employment of the recovered mental patient. They have identified twelve factors requiring assessment and each of these may be graded as favourable, unfavourable or borderline. Scoring is not recommended; each case is weighed separately according to the nature of the work. The twelve factors, which are discussed in some detail, are: pre-illness personality, somatic disorder, off-the-job stress, on-thejob stress, diagnosis, treatment and rehabilitation, course and duration, after-effects, attitudes and insight, placement and transfer, interpersonal relations and follow up.
In summary, the technique of work simulation, coupled with a higher level of expectation on the part of the medical profession and management, will help to maximize the potential of patients' recovery from mental illness. Peterson The need for closer cooperation between the rehabilitation services of DHSS-financed establishments and those of Employment Service Agency (ESA; formerly Department of Employment) centres has been recognized and amplified by numerous government-sponsored reports. Such cooperation is particularly desirable in areas where hospital patients may be discharged and, after a considerable delay, find themselves beginning employment rehabilitation courses. Much of the lack of continuity has been highlighted by pioneers in the field of rehabilitationby none more than by Mr M Porter, consultant surgeon at the Birmingham Accident Hospital.
Following discussions eight or ten years ago, a policy was agreed between the DHSS and the Department of Employment. This stated that the old and by then unsuitable premises of the employment rehabilitation centre, to the n6rthwest of the city of Birmingham, should be rebuilt alongside the proposed new accident hospital at the Queen Elizabeth Medical Centre. The employment rehabilitation centre (ERC) has now been built, but limitation of resources has prevented the accident hospital from being relocated at the Queen Elizabeth Medical Centre.
Despite this serious drawback to the scheme of total rehabilitation, some progress has been made towards the goal of closer identification and cooperation between medical and employment services for the handicapped. Sixty part-time places for hospital inpatients and outpatients have been made available at the new ERC; these are in addition to the 120 full-time places normally occupied by those who have completed medical treatment. The 60 patients, still receiving DHSS sickness benefit, will be able to begin their rehabilitation activities at the ERC and use its services (workshops, staff, &c.) for up to 20 working hours per week. Thus hospital patients can begin their rehabilitation without having to wait for the tedious bureaucratic procedure of being financially 'handed over' from one government department to another; even more important, an early referral for rehabilitation will help to maintain the patient's motivation and interest in returning to employment.
The scheme is progressing very welllargely due to the interest and perseverence of Mr Michael Porter, Dr C Parsons, and others within the medical profession who see the real value of an early diagnostic rehabilitation service.
The ERC is organized in two teams, each comprising an ERC manager who acts as case conference chairman, a medical adviser from the Employment Medical Advisory Service, a psychologist, a social worker, a chief technician, and a disablement resettlement officer, as well as a number of technicians (occupational supervisors) who have considerable experience in industry and commerce.
Those attending the courses are men and women from the age of 16 to the statutory retirement age.
The aim is to rehabilitate and assess, not to train. Thus by giving vocational guidance to handicapped people with either permanent or temporary disabilities an opportunity is provided for them to come to terms with their disabilities while their potential for employment is being assessed. This is not easy, for apart from the blind those with virtually every other known disability are accepted for rehabilitation at this centre. During the first eighteen months that the centre has been officially open, developments within the European Economic Community led the EEC to designate the Birmingham Employment Rehabilitation Centre as a 'European centre of excellence'. This recognition encourages the designated rehabilitation centres from each of the EEC member states to liaise and promote a European rehabilitation network; Network meetings have been held in Luxembourg under the chairmanship of a permanent EEC representative for the purpose of investigating and improving rehabilitation facilities within the EEC. In the 1920s the standard treatment for infarction was bedrest for six to eight weeks. A patient was not allowed to feed himself for four to five weeks, he could make very little physical effort; and climbing stairs was out of the question for about a year. As a result very few patients ever returned to work.
In the 1940s opinion changed and after follow up Leonard Goldwater showed, to the amazement of American cardiologists, that 60-70 % of a group of people he had studied as patients had returned to work. As a result of this the Cleveland Area Work Classification Study was set up. This interested physiologists in the physical demands of various jobs. The amount of work required physiologically to undertake certain activities can be measured: one metabolic unit (met) is defined as the energy expended per kg body weight per minute.
A fully trained athlete can do 20 met, an average fit young man can do about 12 met. A man three months after an uncomplicated myocardial infarction can do about 8-9 met. The first week after infarction a man can do about 1 met, over the next three weeks 1-2 met, and the next three weeks 3-4 met. During the period at home it rises to 8-9 met. Walking at 3 miles an hour on the flat takes about 2.5 met, walking up a 1 in 20 gradient at 3 miles an hour requires 3 met. Swimming the breast stroke, covering 40 yards in a minute, takes 7.2 met. All of these activities are within the energy capacity of a patient three months after a myocardial infarction.
An average patient, three months after an uncomplicated myocardial infarction, has the capacity to do almost everything. However, the best figures in this country indicate that after six months only 50 % are back at work and after a year 75 %. What are the reasons for this? Is it possible that a large number of patients who survive an infarction have angina or significant left ventricular dysfunction? Patients who have recovered from their first infarct must be considered separately from patients who have had several infarcts. Very few of the former are left with crippling uncontrollable angina or severe recurrent arrhythmias. Such a patient who does not go back to work has usually been advised not to do so by his family physician. The fears that the patient holds, and the fears that his family holds must also be borne in mind.
The aims of rehabilitation are psychological wellbeing, socioeconomic wellbeing and physical wellbeing. I will deal with the third aim first as it is the least difficult. Physical wellbeing depends on the size of the infarct. In patients with first infarcts who survive, the area of infarction is relatively small. Drugs can be used to treat cardiac failure, angina or multiple ectopics, but this is usually not necessary. Patients should avoid smoking, and control their weight and blood pressure. Training
